Mrs R B, aged 47. Assistant buyer Clinical picture and history: January 1972: presented with an acutely painful, swollen left wrist, which later spread to involve the 3rd, 4th and 5th left proximal interphalangeal (PIP) joints and the 4th left metacarpophalangeal (MCP). A red discoloration and local tenderness was noted over the dorsum of the 3rd, 4th and 5th left terminal interphalangeal (TIP) joint.
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She had attended hospital between November 1956 and November 1969, because of no less than nine acute self-limiting episodes of pain involving the following sites: the left shoulder and right elbow, on three occasions each; the left elbow, right wrist and 3rd left TIP on one occasion each. She had been treated for hypothyroidism since 1967.
Radiology: Examination of X-rays dating back to 1956 revealed the presence of calcification in the left supraspinatus' tendon (1956), the collateral ligaments of right elbow (1958, 1969) and in the common tendon insertions at the lateral and medial epicondyles of left elbow (1965) . A radiological survey of the joints carried out in February 1972 showed calcification in relation to the following joints: hands (several MCP, PIP and TIP joints); wrists; elbows; shoulders; dorsal intervertebral discs; pelvis (minor deposits around hip-joints and roughening of ischial tuberosities); ankles; feet (mainly metatarsophalangeal joints). X-rays of the hands and feet were taken with the soft-tissuemammographic technique which greatly enhances visualization of even minor calcific deposits (Fig 1) . Calcification appeared to predominate in ligaments, capsules and tendinous attachments, and although intra-articular calcification was noted, chondrocalcinosis was strikingly absent from the symphysis pubis and fibrocartilages of the knees.
Investigations: No abnormalities were detected in blood count, sedimentation rate or plasma levels of calcium, phosphate, alkaline phosphatase, proteins, uric acid, urea and protein-bound iodine. Serological tests revealed a negative latex RA test but positive ANF and strongly positive microsomal thyroid fluorescence. Urinary calcium and hydroxyproline were normal (218 and 23.5 mg/day respectively). Urine showed no homogentisic acid. Family hisiory: The patient's mother has severe seropositive erosive rheumatoid arthritis but no abnormal radiological calcification is seen.
As the patient has no children or siblings, the hands of 5 of her maternal first cousins were examined with the mammographic technique, and in 2 there was evidence of minor calcific deposits in the finger-joints; one of these also showed calcification in the dorsal intervertebral discs. All relatives examined were asymptomatic (Fig 2) .
Comment
It is now well established that soft-tissue calcification, with acute inflammation at the site of calcification, may occur in patients with renal insufficiency, who are undergoing maintenance h,Tmodialysis (Moskowitz et al. 1969) .
The calcific material in these cases has been identified as hydroxyapatite (McCarty & Gatter 1966) . Furthermore, the response to coichicine of the acute episodes in the majority of such patients is well documented (Thompson et al. 1968 ). In our patient, however, no abnormality of renal function could be demonstrated.
In 1966 Pinals & Short described 4 patients, not related to each other, who suffered acute attacks of calcific periarthritis at multiple sites. Laboratory investigations in all patients were normal. In 1954, Sharp reported a family, several members of which displayed an unusual type of calcification of joint structures and arteries, calcification and ossification of ligaments and juxtaarticular and periosteal new bone formation. However, in our patient the striking vascular calcification and new bone formation were absent.
There appears to be a familial element in this condition, which has not been hitherto described in the literature. Mrs M T, aged 55 History: In December 1965 she started having intermittent attacks of pain and swelling in the right parotid region. These attacks, which were precipitated by meals, were of variable duration (a few hours to three days) and frequency (usually 1-2 per month). When seen elsewhere in early 1966, examination and sialography of the right parotid gland were normal. A dilatation of the parotid duct orifice was performed but her symptoms were not relieved and on occasions the pain was so severe that it prevented her from eating or drinking. In addition there was a periodic discharge of foul-tasting fluid into the mouth. In 1970 the suggestion was made that a retained upper right first molar root fragment was the cause of her symptoms and this was removed. Her symptoms were, however, unchanged. In August 1971 she was referred to The Middlesex Hospital and when examined the right parotid gland was not swollen but there was induration palpable at the duct orifice. Plain films of the parotid region (lateral and anteroposterior) were normal, but an intraoral film of the parotid duct showed a calculus (Fig 1) . Sialography demonstrated marked dilatation of the ducts. There was no evidence of any abnormality in her calcium metabolism. In November 1971 a parotid duct stomaplasty was performed: the calculus was not seen but it was hoped that it would pass spontaneously. This hope did not materialize and a further stomaplasty and attempt to deliver the calculus was made in March 1972. This again failed as the calculus had slipped backwards towards the gland. On the second postoperative day, however, the calculus was palpable at the duct orifice. Surface anesthesia with lignocaine allowed a 6 mm long, irregular calculus (Fig 2) to be extracted from the duct with forceps. The calculus was analysed and shown to consist of calcium phosphate and oxalate. Since that time she has been symptom free. A sialogram performed in July 1972 was normal.
Discussion
This patient provides a good illustration of the difficulty there may be in establishing the diagnosis of parotid duct calculus. This condition occurs more commonly than is generally thought. In a series of 35 patients with recurrent symptoms of pain and swelling in one parotid gland 15 (43 %) had calculi (Thomson & Hobsley, in preparation). The essential steps in making the diagnosis are:
